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E 000, Initial Comments E 000
On October 2, 2013, an unannounced complaint
investigation was made to the above named
facility for the purpose of determining the facility's
compliance with COMAR 10.07.14. Survey
activities included a review of resident records,
facility documentation and an interview with the
ALM.
The facility's census at the time of the survey was
89 residents.
Based on survey findings, in relation only to
Complaint # MD00079061/ MD00075239, the
facility was found to be in compliance with
COMAR 10.07.14, the regulations governing
assisted living programs.
OHCQ
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6899 oVWX11

If continuation sheet 1 of 1




